recommends procedures to reduce the incidence of severe hyperbilirubinemia and bilirubin or treatment. 4 The guidelines provide a framework for the prevention and management of hyperbilirubinemia This case report details the management of three
Case 1
minutes. This was the mother's first pregnancy and both mother and baby had positive Rhesus blood had no history of naftalene balls or drug exposure. > the baby was treated with phototherapy. The baby's and the OAE examination was normal for both ears. and so the baby was discharged.
Discussion accumulation of bilirubin. 5 Bilirubin is the metabolism product of hemoglobin and other heme proteins. The to albumin. When the albumin is saturated with liver (direct bilirubin) and is then excreted into the by enterohepatic circulation. Certain conditions can increase bilirubin production such as hemolytic cycle. These conditions maybe the cause of pathologic underlying color of the skin and subcutaneous tissue. needed and all that was required was assurance and education to the parents. On the next visit at nine was within normal limits.
Case 3
at seven minutes. The baby had minor risk factors and was the third child of a mother without a history of miscarriage; she and the mother had the same days old and was breastfed exclusively. Measurement appears excessive for the infant's age. Researchers have designed and evaluated several strategies for formally assessing the risk of severe neonatal formal hyperbilirubinemia risk assessment for all newborns. Risk assessment strategies that provide an accurate estimation of risk can be used to target severe neonatal hyperbilirubinemia and kernicterus. This strategy also avoids the cost and inconvenience of that have been investigated and recommended by the and plotting the results on a normogram that displays bilirubin percentiles with respect to postnatal age in hours; and 2) systematically identifying clinical risk factors associated with severe hyperbilirubinemia (Table 1) . 4 the baby was in the low intermediate risk zone (Figure  1) . No intervention was needed according to the Figure 2 three groups i.e. infants at lower risk (> of gestation and well baby); infants at medium risk (> measured). 4 (Figure 1 ) that has been recommended as an approach for predicting neonatal hyperbilirubinemia was developed based on the hypothesis that early bilirubin with respectively to infant's age in hours (hereafter Verger and colleagues stated that if the biological factors that determine bilirubin production Figure 1 . charge bilirubin level, expressed as a risk zone on the nomogram, is used to predict the development of severe hyperbilirubinemia. 7 expectation that children starting out on a certain percentile track will stay on or near that percentile track as time passes.
in Figure 1 but was still below the level where phototherapy is required (Figure 2 the nomogram (Figure 1 phototherapy guideline (Figure 2 was needed. Although we used an option to do were discharged at that time.
All infants should be examined by a qualified health care professional in the first few days after discharge to assess the condition of the infant; this examination should include noting the presence or assessment depend on the length of stay in the nursery (Table 2) hyperbilirubinemia. 4 less formal bilirubin evaluation occurs in the case of males during the home visit by the ritual circumciser (mohel). This visit is frequently a source of referral for hyperbilirubinemia because according to the the time of ritual circumcision on the eighth day of 9 after birth and returned at 91 hours after birth. guidelines (Figure 2 ; healthy babys born at > > still below the criteria level for phototherapy (we used readmission rate to the pediatric ward and NICU continued if possible. It is also an option to temporarily interrupt breastfeeding and use formula instead.
efficacy of phototherapy. In breastfed infants who breast milk or formula is appropriate if the infant's based on the detection of infants at risk for developing severe hyperbilirubinemia. The outcome in our babies was good; the babies were managed according to the intervention as soon as possible when it was needed. We also avoided unnecessary treatment. was good. The babies were clinically well and the OAE results were normal. We think that these guidelines education for parents and further evaluation using the BERA examination is necessary at least when the child is able to talk.
